
 

 

 
Sample of an Incorrectly Aligned 1500 Health Insurance 

Claim Form 
 
 
 
  
 
 
 
 
 
 
                   X                                                                                    1234567890 

        MEMBER, IM A.                           MM  DD  YY               X 

         609 WILLOW ST. 

         ANYTOWN             WI 

      55555                  XXX XXX-XXXX 
                          OI-P                                                                                            M-8 
 

 

 

 

 

 

                                                                        
              
          I.M. REFERRING PROVIDER              0123456780  

 

           XX  XX         XX . XX                      XX  XX      XX . XX 

          XX  XX         XX . XX                      XX  XX      XX . XX              
                                                                                                                                         ZZ  123456789X 
     MM DD YY                    XX         XXXXX   XX                       X          XXX XX     1            0111111110 

 
 
 
 
 
 
 
 

                                                          1234JED                                       XXX  XX         XX XX        XX XX 

                                                                                                                        I.M. PROVIDER 
                                                                                                                        1 W WILLIAMS ST 
       I.M. Provider  MM/DD/YY                                                                        ANYTOWN WI 55555-1234  
                                                                                                                   0222222220     ZZ123456789X

   
 

 


